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Abstract: Autoinflammatory disorders are commonly characterized by seemingly unprovoked
systemic inflammation mainly driven by cells and cytokines of the innate immune system. In many
disorders on this spectrum, joint and bone involvement may be observed and imaging of these
manifestations can provide essential diagnostic information. This review aimed to provide a
comprehensive overview of the imaging characteristics for major diseases and disease groups on
the autoinflammatory spectrum, including familial Mediterranean fever (FMF), Behçet disease (BD),
crystal deposition diseases (including gout), adult-onset Still’s disease (AoSD), and syndromatic
synovitis, acne, pustulosis, hyperostosis, and osteitis (SAPHO)/chronic recurrent multifocal
osteomyelitis (CRMO). Herein, we discuss common and distinguishing imaging characteristics,
phenotypical overlaps with related diseases, and promising fields of future research.
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1. Introduction
Autoinflammatory disorders, in contrast to classical autoimmune disorders, are commonly
characterized by seemingly unprovoked systemic inflammation without auto-reactive T-lymphocytes
or auto-antibodies [1]. The inflammatory process is mainly driven by cells and cytokines of the innate
immune system. During the past decade, the understanding of auto-inflammation and auto-immunity
has shifted away from a concept of two distinct groups of disorders towards a spectrum of disorders [1,2].
Although joint involvement in varying degrees may be observed in many autoinflammatory diseases,
there are a number of diseases within this spectrum where imaging has special significance in the
diagnostic process, i.e., familial Mediterranean fever (FMF), Behçet disease (BD), crystal deposition
diseases, adult-onset Still’s disease (AOSD), and syndromic synovitis, acne, pustulosis, hyperostosis,
and osteitis (SAPHO)/chronic recurrent multifocal osteomyelitis (CRMO). The aim of this article was
to provide an overview of the state of the art joint imaging techniques in these disease groups, and to
point out promising fields of future research.
2. Familial Mediterranean Fever
Familial Mediterranean fever (FMF) is an autoinflammatory autosomal recessive disorder that
usually begins before the age of 20 and causes recurrent fever and serosal inflammation of the abdomen,
lungs, and joints, leading to severe pain [3]. FMF is commonly seen in people of Mediterranean and
Middle Eastern descent, including Jews, Armenians, Arabs, Kurds, Greeks, Turks, Iranians, and Italians.
It is caused by mutations in the Mediterranean fever (MEFV) gene, the product of which, the pyrin
protein, is involved in the control of inflammation [4].
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Arthralgia of the large joints of lower extremities including hip, knee, or ankle joints is common.
The patient often presents with severe pain in one joint. Very rarely, multiple joints are affected
simultaneously. The pattern of involvement of a large, lower extremity joint conjures a clinical
resemblance to spondyloarthropathy (SpA). Indeed, the incidence of SpA in FMF patients was reported
to be up to 7% of the total patient population. Moreover, up to 27% of patients with sacroiliitis had joint
involvement [5] and a significantly higher frequency of M694V. Nonetheless, these patients maintained
low HLA-B27 positivity [6].
Enthesitis, which is the hallmark of SpA, was also reported in FMF, mainly in the calcaneal insertion
of the Achilles tendon, the plantar fascia, and/or the long plantar ligament [7]. The characteristic MRI
features of this ankle enthesitis reported in SpA are insertional bone marrow edema (BME), thickening
and high signal intensity of the affected tendon, and increased synovial fluid in the adjacent bursa [8].
A unique MRI feature in FMF is significant calcaneal BME along the insertion site of the long plantar
tendon—an imaging example is given in Figure 1 [9]. This ankle enthesopathy of FMF patients is
related to exertional leg pain that is a common debilitating symptom of FMF.
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Figure 1. MRI in Familial Mediterranean fever (FMF). Sagittal T2 weighted with fat saturation image 
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3. Behçet Disease 
Behçet disease (BD) is an auto-inflammatory systemic vasculitis of unknown etiology. BD is 
characterized by mucocutaneous manifestations (i.e., recurrent oral and genital ulcerations), ocular 
manifestations (especially chronic relapsing uveitis and systemic vasculitis involving arteries and 
veins of all sizes), and peripheral arthritis [10]. Although BD does not follow a Mendelian inheritance, 
it is associated with HLA-B51/B5, and carriers are at high risk of developing BD compared to non-
carriers [11]. 
Arthritic manifestation is one of the minor manifestations and it is usually overlooked. Joint 
involvement is typically non-erosive and non-deforming arthritis, seen in 50% of BD patients [12,13]. 
The most commonly involved joints include the knees, ankles, elbows, wrists, fingers, and toes 
[13,14]. Erosive forms of arthritis in BD are uncommon, and the most affected locations are the axial 
joint (sacroiliac), enthesis (calcaneal), and peripheral joints, such as metatarsophalangeal and 
interphalangeal joints of the feet [15]. Repeated attacks of synovitis in the same joint leads to a 
destructive arthritis resembling the radiological changes of rheumatoid arthritis. There are various 
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3. Behçet Disease
Behçet disease (BD) is an auto-inflammatory systemic vasculitis of unknown etiology. BD is
characterized by mucocutaneous manifestations (i.e., recurrent oral and genital ulcerations), ocular
manifestations (especially chronic relapsing uveitis and systemic vasculitis involving arteries and
veins of all sizes), and peripheral arthritis [10]. Although BD does not follow a Mendelian inheritance,
it is associated with HLA-B51/B5, and carriers are at high risk of developing BD compared to
non-carriers [11].
Arthritic manifestation is one of the minor manifestations and it is usually overlooked.
Joint involvement is typically non-erosive and non-deforming arthritis, seen in 50% of BD patients [12,13].
The most commonly involved joints include the knees, ankles, elbows, wrists, fingers, and toes [13,14].
Erosive forms of arthritis in BD are uncommon, and the most affected locations are the axial joint
(sacroiliac), enthesis (calcaneal), and peripheral joints, such as metatarsophalangeal and interphalangeal
J. Clin. Med. 2020, 9, 4074 3 of 11
joints of the feet [15]. Repeated attacks of synovitis in the same joint leads to a destructive arthritis
resembling the radiological changes of rheumatoid arthritis. There are various variable reports on the
prevalence of sacroiliitis and enthesitis in BD. While some report high prevalence, others claim that
there is only rare involvement [15–17].
The coexistence of BD and SpA, as well as the presence of clinical overlap between BD and some
SpA subgroups (i.e., inflammatory bowel disease and reactive disease) suggest a potential common
pathogenesis. However, this has not yet been proven.
4. Crystal Deposition
In terms of prevalence, crystal-induced arthritides are the most common diseases on the
autoinflammatory spectrum [18]. The establishment of their inflammatory nature dates back less than
20 years [19,20]. Since then, the capacity of both mono-sodium urate (MSU) and calcium species to
activate the NLRP3 inflammasome [21], as well as the production and secretion of pro-inflammatory
cytokines, has been widely accepted [22,23]. To date, the gold standard for diagnosis remains the
demonstration of crystals in synovial fluid [24,25]. As joint aspiration is an invasive procedure, the need
for improved diagnostic imaging is well established. Over the last few years, a number of imaging
studies have greatly advanced the detection of MSU, calcium pyrophosphate (CPP), and basic calcium
species (BCP). A common denominator of all crystal deposition diseases, however, is the fact that
deposition on imaging should not be equated with disease. For CPP, community-based cross-sectional
studies estimate the prevalence of deposition between 7.0% [26] and 8.1% [27], while estimates of
symptomatic disease are well below 1% of the general population [28]. Asymptomatic hyperuricemia
is estimated to affect approximately 2.6% of the general population [29], while the prevalence of
symptomatic gout lies much lower, between 0.46% [28] and 1.1% [29]. Therefore, imaging of crystal
deposition disease poses unique challenges, which are addressed in the following paragraphs.
5. Gout
Historically, radiography has been the main imaging modality for investigating gout [30]. However,
as a radiograph is only able to reliably capture advanced stages of the disease, recent years have seen a shift
towards cross-sectional imaging techniques. One of the most available, inexpensive, and non-invasive
imaging techniques in point-of-care rheumatology is the ultrasound. Using ultrasounds, MSU
depositions may be demonstrated in tendons, periarticular soft tissue, and articular cartilage
(i.e., the double-contour sign) [31] with high sensitivity and specificity [32,33]. Longitudinal studies
have also demonstrated the capacity of ultrasound to monitor diseases [34]. Additionally, ultrasounds
can visualize erosions, joint effusion, and synovitis as surrogates of inflammation [35]. Dual-energy
computed tomography (DECT) has become a well-established tool in gout imaging and was included
in the 2018 update of the American College of Rheumatology (ACR) and European League Against
Rheumatism (EULAR) classification criteria [24]. Its specificity and sensitivity have estimated to be
93.6% and 84.7% in a recent meta-analysis [36], yet its diagnostic accuracy may be lower in cases
of recent onset gout [37,38]. Apart from establishing the diagnosis, DECT can be used as a tool for
quantification of urate burden [39]. As such, it may be applied as a surveillance tool in urate lowering
therapy [40]. Additionally, there is evidence that DECT may be useful to depict bone marrow edema,
allowing for a more direct visualization of acute inflammation [41]. Clinical imaging examples of gout
are supplied in Figure 2.
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arrowheads indicate synovitis on the power Doppler. 
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Already embedded in the 2015 EULAR recommendations for the diagnosis of CPPD [25], 
ultrasonography has gained increased attention in recent years. This has been facilitated by the 
establishment and preliminary validation of ultrasonographic criteria for CPPD by the dedicated 
Outcome Measures in Rheumatology (OMERACT) taskforce [42,43]. A major strength of 
ultrasonography in CPPD imaging is its capacity to visualize inflammation by demonstration of 
synovitis using a power Doppler [35]. Computed tomography (CT) has long been established as an 
imaging tool in CPPD manifestations at the axial skeleton, especially the atlanto-axial joint (crowned 
dens syndrome) [44], but recent studies have applied it to the wrist [45] and knee [46], thus putting a 
new focus on crystal depositions, not only in cartilage but also in ligaments. The use of DECT in the 
diagnosis of CPPD remains controversial. Although in vitro and in vivo studies show an 
encouragingly high capacity for differentiation between different calcium species [47–49], evidence 
of added diagnostic value of DECT vs. conventional CT remains sparse [50,51]. However, DECT may 
be a valuable tool for strengthening the understanding of the development of specific patterns of 
arthropathy in CPPD as it can be used to non-invasively detect tissue remodeling [52]. To date, 
evidence of the usefulness of MRI in CPPD imaging is sparse. In spinal imaging, MRI may be useful 
for assessing acute inflammation when CPP deposition is established using alternative imaging, such 
as CT [53]. Imaging examples from different modalities are given in Figure 3. 
Figure 2. Multimodality imaging for gout. (Left): Virtual calcium subtraction imaging from dual-energy
computed tomography. The arrowhead indicates bone marrow edema in the first metacarpal head.
(Right): Ultrasound image of the same patient. The arrow indicates double-contour sign and arrowheads
indicate synovitis on the power Doppler.
6. Calciu Pyrop os t
The most widely ap lie a lit f r t e iagnosis of CPPD remains
radiography [25], here li fl fi i l l lizations (e.g., the hyaline
cartilage of the knee, r t fi t rist) ay be demonstrated. Nevertheless,
CP D imaging has seen a steady adv nce in cross-sectional im ging techniques in recent y ars. Already
emb dded in the 2015 EULAR recommendations for the diagnosis of CPPD [25], ultrasonography
has gained increased atte tion in recent y ars. This has been facilitated by the establishment and
preliminary validation of ultrasonogr phic criteria f r CPPD by the dedicated Outcome Measures in
Rheumatology (OMERACT) taskforce [42,43]. A major strength of ultrasonography in CPPD imaging
is its capacity to visualize inflammation by demonstration of synovitis using a power Doppler [35].
Computed tomography (CT) has long been established as an imaging tool in CPPD manifestations at
the axial skeleton, especially the atlanto-axial joint (crowned dens syndrome) [44], but recent studies
have applied it to the wrist [45] and knee [46], thus putting a new focus on crystal depositions, not only
in cartilage but also in ligaments. The use of DECT in the diagnosis of CPPD remains controversial.
Although in vitro and in vivo studies show an encouragingly high capacity for differentiation between
different calcium species [47–49], evidence of added diagnostic value of DECT vs. conventional CT
remains sparse [50,51]. However, DECT may be a valuable tool for strengthening the understanding of
the development of specific patterns of arthropathy in CPPD as it can be used to non-invasively detect
tissue remodeling [52]. To date, evidence of the usefulness of MRI in CPPD imaging is sparse. In spinal
imaging, MRI may be useful for assessing acute inflammation when CPP deposition is established using
alternative imaging, such as CT [53]. Imaging examples from different modalities are given in Figure 3.
J. Clin. Med. 2020, 9, 4074 5 of 11
J. Clin. Med. 2020, 9, x FOR PEER REVIEW 5 of 11 
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Crowned dens syndrome with flake-like calcifications in the CT image (arrowhead) and concurring 
bone marrow edema on MRI (arrowhead). (Right): CPPD of the wrist, showing calcifications of the 
luno-triquetral ligament on radiography and additional calcifications of the scapho-lunate ligament 
on CT (arrowhead). 
7. BCP and Mixed Crystal Disease 
Basic calcium deposition (BCP) comprises a heterogeneous spectrum of conditions associated 
with a number of different calcium containing crystal species, the most common of which is hydroxy-
apatite deposition disease (HADD) [54]. In terms of imaging characteristics, BCP may be 
distinguished from CPP crystal deposition, both by localization and calcification morphology. While 
HADD typically manifests as circumscribed calcific deposits inside of tendons, especially at the 
tendons of the rotator cuff [55], CPP crystals are typically found in ligaments and hyaline or 
fibrocartilage as ill defined, flake-like depositions [56]. An example of a symptomatic BCP deposit is 
provided in Figure 4. The most commonly applied imaging modality is radiography, which is usually 
sufficient for visualizing these depositions. Identification of calcium deposition on MRI imaging can 
be challenging, but three-dimensional imaging allows for the direct visualization of invasion of the 
deposit into the bursa or bone. The size of the calcific deposit does not correspond with the intensity 
of symptoms [57]. Symptom onset is typically observed when resorption of the calcification 
commences [58]. In this phase, macrophages invade [59] and, as a result, local edema, redness, 
swelling, and tenderness may be observed. This can be accompanied by intense pain and decreased 
range of motion. During this phase, calcium crystals may enter the subacromial-subdeltoid bursa 
[55].  
A special subtype of BCP is the Milwaukee (shoulder/knee) syndrome [60]. This rare arthropathy 
exhibits a rapidly progressive joint destruction, often affects older women, and is connected with 
rotator cuff tears [61]. Synovial fluid aspiration yields a mixture of calcium crystals (predominantly 
hydroxy-apatite) and sero-hematic synovial fluid with low leucocyte counts [62]. 
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7. BCP and Mixed Crystal Disease
Basic calcium deposition (BCP) comprises a heterogeneous spectrum of conditions associated with
a number of different calcium containing crystal species, the most common of which is hydroxy-apatite
deposition disease (HADD) [54]. In terms of imaging characteristics, BCP may be distinguished
from CPP crystal deposition, both by localization and calcification morphology. While HADD
typically manifests as circumscribed calcific deposits inside of tendons, especially at the tendons of
th rotator cuff [55], CPP crystals are typically found in ligaments and hy line or fibrocartilage as
ill defined, flake-like depositions [56]. An example of a symptomatic BCP deposit is provided in
Figure 4. The most commonly applied imaging modality is radiography, which is usually sufficient for
visualizi g these depositions. Identification of calcium deposition on MRI imaging can be challenging,
but t ree-dimensional imaging all ws for the direct visualization of invas on of the deposit into the
bursa or bone. The size of the calcific d posit does not corre pond with the intensity of symptoms [57].
Symptom nset is typically observ d when resorption of the calcification commenc s [58]. In this
phase, macrophages invade [59] and, as a result, local edema, redness, swe ling, nd t ndern ss may
be observed. This can be accompanied by intense pain nd decreased ra ge of motio . During this
phase, calcium crystals may enter the subacromial-subdeltoid bursa [55].
A special subtype of BCP is the Milwaukee (shoulder/knee) syndrome [60]. This rare arthropathy
exhibits a rapidly progressive joint destruction, often affects older women, and is connected with
rotator cuff tears [61]. Synovial fluid aspiration yields a mixture of calcium crystals (predominantly
hydroxy-apatite) and sero-hematic synovial fluid with low leucocyte counts [62].
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a valuable imaging feature for the distinction from rheumatoid arthritis [64]. Additionally, 
destructive arthritis of the distal interphalangeal joints in younger patients may be observed [66]. 
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the diseases are sometimes termed chronic non-bacterial osteomyelitis (CNO) [68]. The distribution 
of disease involvement differs in children and adults [69]. While the former typically presents with 
lesions in the long tubular bones and less frequently the spine and clavicles [70,71], the latter usually 
presents with involvement of the anterior chest wall, spine, and pelvis [72]. As many affected patients 
are children or adolescents, MRI is widely applied in the imaging of this disease family and may 
reliably depict osteitis in commonly affected sites [73]. An imaging example is supplied in Figure 5. 
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8. Adult-Onset Still’s Disease (AOSD)
Still’s disease is a rare systemic auto-inflammatory disease that often poses a diagnostic challenge
to clinicians. Among the clinical features of the disease are arthralgia and arthritis, which typically
concur with classical fever spikes. Joint involvement is considered a common manifestation and
may be observed in at least two-thirds of affected patients. It may present at any joi t, including the
axi l skeleton [63]. Biopsy of the synovium typically reveals non-specific ynovitis [64] and synovial
fluid analysi shows high cellularity with eutrophil predomin nce [65]. Although the arthritis is
non-destructive in the majority of pati nts, approximately 30% of patie ts may develop erosions.
In these pat ents, bilateral destruction of the carpus, with subsequent carpal ankylosis in the absence of
erosive changes at the metacarpophalangeal a d proximal interphalangeal joints, m y be a valuable
imaging feature for the distinction from rheumatoid arthritis [64]. Additionally, destructive arthritis of
the distal interphalangeal joints in younger patients may be observed [66].
9. SAPHO and CRMO
The syndromes synovitis, acne, pustulosis, hyperostosis, and osteitis (SAPHO)/chronic recurrent
multifocal osteomyelitis (CRMO) are considered related diseases, characterized mainly by neutrophilic
inflammation, skin eruptions, and osteitis with bone hypertrophy [67]. Alternatively, the diseases
are sometimes termed chronic non-bacterial osteomyelitis (CNO) [68]. The distribution of disease
involvement differs in children and adults [69]. While the former typically presents with lesions in
the long tubular bones and less frequently the spine and clavicles [70,71], the latter usually presents
with involvement of the anterior chest wall, spine, and pelvis [72]. As many affected patients are
children or adolescents, MRI is widely applied in the imaging of this disease family and may reliably
depict osteitis in commonly affected sites [73]. An imaging example is supplied in Figure 5. However,
radiography, and especially CT, are superior in the detection of hyperostosis and osteosclerosis,
which are both well-established imaging characteristics of SAPHO/CRMO [74]. In adults with primary
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manifestations at the axial skeleton, differentiation from axial spondyloarthritis (axSpA) can be
challenging; however, a valuable diagnostic clue is that generally sclerosis is more pronounced in
patients with SAPHO/CRMO [69]. This imaging feature represents an interesting pathophysiological
bridge towards the related axSpA spectrum. The predominantly auto-immune (e.g., B- and T-cell
mediated) inflammation of the entheses in axSpA and psoriatic arthritis [75] shares many characteristics
with the predominantly neutrophilic osteitis of SAPHO/CRMO [76].
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Figure 5. MRI in CRMO. Coronal T2 weighted with fat saturation images of a whole-body MRI in a 
12 year old boy with chronic recurrent multifocal osteomyelitis (CRMO). There is evidence of bilateral 
bone marrow edema in the distal femur, distal/proximal tibia and talus, triradiate cartilage, and 
unilateral BME on the right distal radius (indicated by arrowheads. In the case of bilateral lesions, 
only one side was annotated). 
10. Conclusions 
Imaging is a vital tool to diagnose and follow-up on auto-inflammatory spectrum diseases. 
Although our knowledge of imaging features of specific auto-inflammatory diseases are steadily 
increasing, they remain particularly challenging to distinguish from auto-immune diseases in many 
cases, as cellular and cytokine profiles do not translate directly to imaging features. A better 
understanding of both common and distinguishing imaging features of auto-immune and auto-
inflammatory diseases may increase our understanding of disease pathways in the future.  
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